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ABSTRACT 





Paraduodenal hernia, the most common type of internal herniations, is rare in the etiology of intestinal obstruction. The left paraduodenal hernia (LPDH) is the most 
frequent type of internal hernias. We report a case of a LPDH presented with partial small bowel obstruction in a 38-year-old male without prior abdominal pain history 
and no previous abdominal surgery. LPDH was diagnosed with contrast enhanced multidetector computed tomography. 


A surgical reduction of hernia and widening of the hernia neck were performed. Reduction of hernia content followed by widening of the defect is a safe and effective 


alternative treatment to primary repair. 
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Introduction 

Internal herniation is described as herniation of the small intestine through a 
mesenteric defect within the abdominal cavity (1). Internal hernias are rare 
causes of bowel obstruction, accounting for less than 1% of cases (2). 
Paraduodenal hernia (PDH) is by far the most common form of congenital inter- 
nal hernias, accounting for up to 53% of all reported cases (3) and is responsible 
for approximately 1% ofall small bowel obstructions (4). PDH occurs more com- 
monly on the left side than on the right (5). Clinical diagnosis of LPDH is diffi- 
cult as symptoms are non-specific. Therefore, a timely and correct diagnosis with 
arapid diagnostic tool is mandatory (6). 


Herein we have shared our experience of a 38-year-old male patient operated on 
a LPDH. 


Case Presentation 

A 38-year-old male patient was admitted to our emergency department with 
abdominal pain. He had no previous surgery and recurrent abdominal pain his- 
tory. Physical examination showed a prominent abdominal distension, severe ten- 
derness and mass in left upper quadrant. The leukocyte count was 13350 /uL, C- 
reactive protein count was 21.7 mg/L and the other biochemical values were 
within normal limits. Plain abdominal film taken in erect position was unremark- 
able. Abdominal multidetector computed tomography (CT) was performed (In- 
genuity Core 128, Philips) after oral and intravenous contrast administration 
demonstrating dilatation of proximal jejunal bowel loops. Passage of contrast 
was delayed. There was a saclike mass of dilated proximal jejunal segments in 
left upper quadrant next to the ascending duodenum (Figure 1-2). The inferior 
mesenteric vein was seen as displaced anterolaterally by the dilated sac on axial 
images (Figure 1). There were engorged mesenteric vessels between the bowel 
loops within the sac (Figure 3). There was also some peritoneal fluid within the 
sac and between bowel loops (Figure 1). The contrast enhancement of bowel 
walls was normal. Distal small bowel loops and the colon segments did not show 
any dilatation. 


A nasogastric tube decompression was provided. Intravenous fluid replacement 
and antibiotic treatment was planned. A laparoscopic exploration was done 
through a subumblical | cm incision. On exploration, there were exudative fluid 
around cecum and dilated proximal jejunal segments. The jejunal segments was 
grasped and withdrawn, but it could not be mobilized. The operation was then 
converted to laparotomy. At laparotomy proximal jejunal segments were 
observed to have herniated in the left paraduodenal region into a sac like opening 
(the fossa of Landzert). Jejunal segments were reduced by manual traction. 
Approximately 100 cm of jejunal loop had ischemic changes but after hot 
peritoneal washing, peristaltism and bowel color was improved and the resection 
was not needed. LPDH orifice was wide for primary repair so the sac was wid- 
ened by making it continuous with the peritoneal cavity to prevent future incar- 
ceration of bowel loops. The patient was discharged on the eighth post-operative 
day. Follow-up in 6 months revealed no recurrence of clinical symptoms. 


Discussion 

Internal hernias are the protrusion of a viscous through a normal or abnormal 
opening within the abdominal cavity and an uncommon cause of intestinal 
obstruction. Among all congenital hernias, paraduodenal hernias are the most 
common type with an overall incidence of approximately 50% of all internal her- 


nias (3, 7). Paraduodenal hernias were defined by Treitz in 1857 and the first clas- 
sification in left and right was done by Jonnesco in 1889. The most likely mecha- 
nism for the development of paraduodenal hernias 1s an error in intestinal rota- 
tion and fixation that leads to entrapment of the small bowel between the 
mesocolon and the posterior abdominal wall. Paraduodenal hernias are classified 
in two categories according to their right or left sided localization. 


Left paraduodenal hernias originate at the fossa of Landzert, this fossa is just lat- 
eral to the fourth part of the duodenum and posterior to the inferior mesenteric 
vein and left branches of the middle colic artery (8). At autopsy Lanzert's fossa 
has been found to be present in approximately 2% of the population (9). Right 
paraduodenal hernia involves Waldeyer's fossa located behind the superior 
mesenteric artery inferior to the third portion of the duodenum. At autopsy 
Waldeyer's fossa has been found in approximately 1% (10). Patients with LPDH 
usually present between fourth - sixth decades and median age at diagnosis is 
38.5 years as in our patient (7). Paraduodenal hernias are more common in males 
with male to female ratio is 3:1(7). 


Clinical presentation of LPDH 1s various: Intermittent upper abdominal pain, dis- 
tension, nausea, vomiting. Sometimes as in our case clustering of dilated loops of 
small bowel may be palpable. It can also be asymptomatic throughout life and 
patient with LPDH incidentally are detected during laparotomy or autopsy (11). 
The laboratory findings are generally inconclusive but they may be useful in case 
of biochemical changes related to the presence of obstruction, ischemia or necro- 
sis in herniated bowel loops. Diagnosis of LPDH 1s difficult due to changeable 
clinical presentation and unclear findings during the physical examination. In 
our case at physical examination the patient showed the findings of intestinal 
obstruction. 


Radiological examination is essential for the diagnosis. Abdominal X-ray taken 
in erect position may give information about gastrointestinal system and it may 
demonstrate air-fluid levels in the left upper quadrant. Abdominal 
ultrasonography is another diagnostic imaging modality. It may show dilated 
intestinal segments in cases of intestinal obstruction. 


Abdominal CT with oral and intravenous contrast is the imaging modality of 
choice in these cases. CT scan as in our case usually demonstrates a cluster of 
dilated small bowel loops, a saclike mass with encapsulation at the ligament of 
Treitz, duodeno-jejunal junction depression, mass effect on the posterior stom- 
ach wall, engorgement and crowding of the mesenteric vessels with frequently 
right displacement of the main mesenteric trunk, anterior and upward displace- 
ment of the inferior mesenteric vein that lie in the ventral circumference of the 
hernia orifice and depression of the transverse colon (12,13). In our case; we 
have demonstrated dilated proximal jejunal loops, sac-like structure with dilated 
bowel loops, peritoneal fluid and engorged mesenteric veins, displaced inferior 
mesenteric vein on axial and coronal sections. 


Treatment of left paraduodenal hernia requires surgery. As for, the lifetime risk of 
incarceration of LPDH is reported to be approximately 50%, regarding the risk of 
incarceration of PDH mortality as high as 20-50%, it is recommended that all inci- 
dental LPDH be surgically corrected (14). Treatment methods include 
explorative laparotomy, reduction of the herniated small bowel loops and repair 
of the hernia. During closure of the defect with non-absorbable sutures attention 
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should be given to avoid injury to the inferior mesenteric vein, located just ante- 
rior and lateral to the orifice. An alternative surgical approach as we performed in 
this case is to widen the hernia orifice by making it continuous with the peritoneal 
cavity to prevent future incarceration of bowel loops (4). This alternative 
approach would bea safe alternative especially when the opening is wider and pri- 
mary repair is not possible. In cases of presence of necrosis or perforation, resec- 
tion of the bowel loops should be performed. Another surgical management is lap- 
aroscopic intervention recommended for uncomplicated cases (15). Laparo- 
scopic approach would be expected to reduce postoperative pain and hospital 
stay. In our case, we initially started with laparoscopic approach but the bowel 
loops could not be reduced from the defect so the approach was converted to 
laparotomy. Although the procedure was turned to laparotomy post-operative 
hospital stay was not long and there were no complications. 


Conclusion 

LPDH is a relatively rare cause of small bowel obstruction. CT is the gold stan- 
dard for correct diagnosis. Treatment of LPD hernia is surgery, also in asymp- 
tomatic cases, to reduce the need of urgent surgery in cases of obstruction and the 
complications of long term herniations. Treatment methods include reduction of 
the hernia and in our case widening of the sac to prevent future recurrent 
herniations. Timely and correct diagnosis and prompt surgical treatment is essen- 
tial to prevent the complications. 


FIGURE LEGENDS 





Figure 1. Oral and intravenous contrast enhanced MDCT images. Axial CT 
image from the mid-abdomen shows a saclike mass of dilated proximal jejunal 
segments in left upper quadrant next to the ascending duodenum. There is dis- 
placement of the inferior mesenteric vein anteriorly and laterally by the mass 
(short arrow). There 1s also free peritoneal fluid within the sac (long arrow). 





Figure 2. The mass of bowel loops is also demonstrated on coronal multiplanar 
reformat image (arrows). 
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Figure 3. On a more frontal coronal MPR view, the engorged mesenteric vessels 
are shown between the bowel loops within the sac (arrows). The dilated proximal 
jejunal segments with oral contrast is also seen on this image. 
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